OBJECTIVES: To identify modifiable factors that facilitate discussion of potentially sensitive topics between health care providers and young people at preventive service visits after Patient Protection and Affordable Care Act implementation.
Preventive care visits involving screening and counseling between providers and young patients present opportunities for health promotion and disease prevention, including for sensitive topics and preventable risky behaviors. 1 Effective preventive services include immunizations, screening and treatment of sexually transmitted infections (STIs), and provision of reproductive and sexual health services, including contraception. [1] [2] [3] Discussions of sensitive health topics, which include behavioral screening and counseling, can address risk behaviors such as tobacco, alcohol, and drug use; injury prevention; depression and mental health; sexual behaviors; and obesity and physical activity where biomedical interventions are not available or where both behavior change and biomedical interventions are needed. Using rigorous evidence standards, the US Preventive Services Task Force (USPSTF) has endorsed behavioral screening and counseling with young people for STIs, HIV, tobacco, alcohol, and obesity. 3 The Patient Protection and Affordable Care Act (ACA) requires that prevention services are provided without cost sharing and requires that health insurance includes coverage for prevention services 4 recommended by the USPSTF, 3 the Health and Human Services-Health Resources Services and Administration Bright Futures guidelines, 1 and the Advisory Committee on Immunization Practices. 2 Before implementation of the ACA, fewer than half of adolescents had annual preventive care visits, and many did not receive recommended preventive services. [5] [6] [7] [8] Importantly, national health monitoring systems on adolescent health are not able to demonstrate change before and after ACA implementation, as systems such as the Medical Expenditure Panel Survey 5 and the National Health Interview Survey or National Survey of Children's Health 8 do not capture the preventive counseling recommendations from Bright Futures or the more limited list from the USPSTF (STIs, HIV, tobacco, alcohol, and obesity). These systems rely on parents' reports for receipt of services and they do not collect data on discussion of sensitive health behaviors. (The Medical Expenditure Panel Survey does ask parents about healthy eating and physical activity.) Likewise, the National Youth Risk Behavior Survey and Behavioral Risk Factor Surveillance Survey do not routinely measure receipt of clinician counseling or discussion of sensitive topics.
Professional guidelines regarding adolescent preventive care recommend that youth have access to confidential services, 9 including private time between adolescents and health care providers. 1, 6 Private time with a clinician and assurances of confidentiality may facilitate discussion of sensitive health topics. 10 However, young people report that health care encounters often do not include an explanation of confidentiality by their health care provider. 9 When confidentiality is not assured, adolescents may forego care altogether or fail to disclose risk behavior involvement. 6, 10 Other factors that may facilitate provideryouth discussions include adequate time for dialogue during a visit and the use of screening or trigger questionnaires before a young person and health care provider meet. 11, 12 With this study, we examined modifiable factors associated with the discussion of potentially sensitive health topics between health care providers and young people during preventive care visits. We use the term "potentially sensitive," because young people may differ in the topics they perceive as sensitive. We hypothesized that provider explanations of confidentiality, provision of private time, longer preventive service visits, and the use of screening questionnaires would increase discussions about potentially sensitive issues between providers and young people.
METHODS
This study was conducted as part of the research agenda of the Adolescent Health Consortium, a collaboration to improve preventive health care for young people between the American Academy of Pediatrics, American Academy of Family Physicians, American College of Obstetricians and Gynecologists, and the Society for Adolescent Health and Medicine.
Sampling and Data Collection
We surveyed a nationally representative sample of adolescent and young adults (AYAs) (13-26 years of age) regarding clinical preventive services and discussions with their health care providers. The survey completion rate was 65% (n = 1918). These analyses are limited to young people (n = 1509; 79% of respondents) who had seen their regular provider in the past 2 years. Questions about discussions of potentially sensitive topics were asked only of those who had seen a provider in the previous 2 years. We used a 2-year window to increase statistical power and because not all specialty societies recommend annual visits.
Potential respondents were sampled from a pre-enrolled online panel (the KnowledgePanel, maintained by the market research firm GfK). The GfK panel is a household sampling frame via both random digit dialing and address-based sampling to recruit a representative sample of the US adult population. Since 2009, GfK has used addressed-based sampling methods from the US Postal Service, providing full coverage of all delivery points in the United States and sampling from all households, regardless of their phone or internet status. 13 This probability-based sampling methodology improves population coverage, particularly for hard-to-reach individuals, including young adults and minority subgroups. This recruitment strategy includes households with listed and unlisted telephone numbers and those that do not have landline telephones. Households without internet connections were provided with Webenabled devices and free internet service. Potential panel members were not recruited if they could not speak English or Spanish. Census blocks with high-density minority communities were oversampled, 13 and data were weighted to reflect the demographic composition of the US population by using the 2015 Current Population Survey (CPS). 14 KnowledgePanel has been used in previous academic publications about children and adolescents. 15 GfK's adjusted sampling is based on a "probability-proportional-to-size" procedure to select study-specific samples. Once a study sample has been selected and fielded and survey data are cleaned, design weights are adjusted for any differential nonresponse. Final analysis weights are produced by using an iterative proportional fitting (raking) procedure to ensure that the resulting weights are aligned with all study benchmark distributions simultaneously. This adjusts the data so that groups underrepresented in the sample can be accurately represented in the final data set. In a final step, the calculated weights are examined to identify and, if necessary, trim or cap outliers at the extreme upper and lower tails of the weight distribution. The survey was offered in English and Spanish; 7.2% of adolescents (13-19 years old) and 3.1% of young adults (20-26 years old) completed surveys in Spanish.
Ethical Approval
Our protocol was reviewed by institutional review boards at the Columbia University Irving Medical Center, the University of Illinois at Chicago, and the American Academy of Pediatrics. Young adults were members of the online panel; adolescents were recruited through parents' panel enrollment by using GfK protocols. Youth and parents provided informed consent or assent, and parents provided permission for the participation of minor adolescents. Participants received Knowledge Network bonus points (worth ∼$5.00) and were entered into a drawing for additional incentives.
Questionnaire Construction and Validity of Adolescent Self-report
Questionnaire construction was guided by formative research and Fisher's Information-Motivation-Behavioral Skills model. 16 Survey questions incorporated language from previously implemented nationally representative surveys [17] [18] [19] [20] and input from research advisors to the Adolescent Health Consortium (questionnaire available from authors). Formative research involved focus groups with pediatricians and family physicians, young people, and parents in which we explored attitudes and experiences regarding clinical preventive services, confidentiality, and private time.
Self-report of receipt of clinical preventive services by AYAs has been demonstrated to be both reliable and valid. 21, 22 Compared with audiotape recordings of a specific preventive services visit, self-report of behavioral screening and counseling by AYAs (14-21 years of age) was found to be moderately or highly sensitive and specific, both at 2 weeks and at 6 months post. A test-retest research design study of adolescent reliability in reporting on receipt of clinician counseling demonstrated that adolescents from age 14 are as reliable in reporting clinician counseling as they were in reporting their own behaviors. 22 
Dependent and Independent Variables
Dependent variables included (1) the number of topics discussed at the last visit and discussion of (2) tobacco use, (3) drug and alcohol use, and (4) STIs or HIV. The latter 3 topics were selected as highly salient health behaviors and/or outcomes of importance to morbidity and mortality in adolescence and across the life span. AYAs were asked "At your last visit, did your regular healthcare provider talk with you about any of these topics?" This question followed a series of questions about the regular health care provider.
Key independent variables included whether their regular provider had previously talked about confidentiality, if youth had ever had a private conversation with their regular provider, whether young people completed a health checklist or questionnaire at their last checkup, the length of time spent with their provider at their last visit, provider sex, how long young people had been seeing their regular provider, and youth attitudes toward discussing tobacco use, drug and alcohol use, and STIs and HIV, grouped into "very or somewhat important," "neither important nor unimportant," and "very or somewhat unimportant."
Other independent variables included sociodemographic information (age, race, ethnicity, sexual orientation) as reported by young people. Residence in a metropolitan statistical area (urban or suburban communities) and household income were reported by young adults or parents (on previous Knowledge Network surveys). Youth behavioral involvement questions were used to assess past 30-day use of tobacco, binge drinking in the past 30 days, and ever having had oral, vaginal, or anal sex.
Statistical Analysis
Demographic characteristics of the GfK sample and CPS are described in Table 1 . Weighted percentages by age group for youth-provider discussions at a last visit of 11 specific topics were calculated (Table 2) . Multivariate analyses included survey linear regression models for continuous outcomes for the number of topics discussed at last visit (Table 3) and survey logistic regression models for discussion of tobacco use, drug and alcohol use, and STIs or HIV (Table 4 ). Multivariate (either linear or logistic) regression were used to identify independent predictors of these 4 outcomes. Demographic variables were retained in all models to control for these influences within models; variables on health care providers, attitudes, and behavioral involvement were retained only if significant, given some covariation among these nondemographic variables. Analyses were initially stratified by sex. Because models for young women and men were similar, unstratified models are reported in the article. Sex-stratified models are available in Supplemental Information.
RESULTS

Survey Sample Compared With the Population of Young People in the United States
With Table 1 , we provide data on 1509 young people in our survey who had seen a regular health care provider in the past 2 years (79% of our 1918 survey respondents). Our sample closely matches the demographic composition of the United States by age, race and/or ethnicity, and income of families with an adolescent (13-18 years of age) at home and for all young adults in the CPS (Table 1) . Table 2 provides data on youthprovider discussions about 11 specific topics. For 10 of 11 topics, less than half of young people reported a discussion on that topic with a health care provider at their last visit. The most commonly discussed topics overall included mental health and/or emotional issues (55%), drug or alcohol use (46%), tobacco use (44%), and school performance (43%). The least commonly discussed topics were gun safety (14%), sexual orientation (20%), and sexual or physical abuse (21%). Rates of discussion were similar by sex except for discussions about birth control, which was higher among young women and increased sharply with age among young women (26% at ages 13-14 to 54% at ages 23-26) but not among young men (13% at ages 13-14 to 12% at ages 23-26; data not shown). Discussions varied by age, with some topics decreasing with age (school, injury prevention, friends, sexual and physical abuse, sexual orientation, gun safety), some increasing (methods of birth control), and some peaking in the later adolescent and early young adult period (ages 15-22 years; drug or alcohol use, tobacco use, STIs or HIV).
Youth-Provider Discussions by Topic and Age
Variables Associated With Youth-Provider Discussions
With Table 3 , we examine the number of potentially sensitive topics discussed at a last visit, stratified by demographic and health care system factors; Table 3 also identifies which of these factors were independently associated with the number of topics discussed, using linear regression to adjust for demographic factors and other significant health care system factors. Three health care provider and/or system factors were independently associated with the number of topics discussed: ever having discussed confidentiality with a provider, having received a health checklist and/or questionnaire at the last visit, and the length of the last visit (time spent with the provider). Youth who reported having ever talked about confidentiality with their provider discussed 4.4 topics versus the 2.9 topics discussed among youth who had not talked about confidentiality.
In the sex-stratified analyses (Supplemental Table 5 ), the length of time seeing a health care provider was statistically significant for young men (4.0 topics at 10+ years versus 3.3 topics at ,2 years; P , .05) but not for young women (3.9 vs 3.5 topics, respectively). Table 4 is used to examine discussions of 3 specific topics at a last visit: discussion of tobacco, drugs and alcohol, and STIs or HIV. Patterns of association with demographic and health care provider and/or health care system factors were similar to those in the model regarding the total number of topics. Young women and men did not differ in rates of discussions. Discussion of all 3 topics peaked between ages 15 and 22 years and then declined. Urban and suburban youth were more likely to engage in discussion of these topics.
Three health care provider and/or system factors were consistently associated with discussion of all 3 topics: ever having discussed confidentiality with a provider (adjusted odds ratio [aOR] = 1.85-2.00), having completed a health checklist and/or trigger questionnaire at their last visit (aOR = 1.78-1.96), and the amount of time spent with the provider (aOR = 2.46-3.09 for 30+ vs ,10 minutes). Additional independent predictors for discussing these 3 topics were youth attitudes that these discussions were somewhat or very important versus very or somewhat unimportant (aOR = 2.64-3.40) and behavioral involvement in tobacco use or binge drinking in the last 30 days or ever having had sex (aOR = 1.88-2.47). We found few significant differences in the separate models by sex (Supplemental Tables 6 through 8 ).
DISCUSSION
Youth-provider discussion of potentially sensitive health topics is associated with health care provider practices. Young people who reported ever having talked about confidentiality with their regular provider were more likely to engage in health discussions with providers. Likewise, the use of a health checklist and/or questionnaire and having spent more time with their provider during the visit were consistently associated with more of these discussions. Discussions also appear to be influenced by youth attitudes about the discussion of sensitive topics and youth involvement in health risk behaviors. Overall, in 2016 after the implementation of the ACA, (5) ,.001
All responses regarding specific topics are based on the following question: "At your last visit, did your regular health care provider talk with you about any of these topics?" Data are presented as n (%). Differences by age were tested by using the survey-weighted x 2 test.
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Our findings regarding health care providers and the health care system have important implications for future prevention efforts. Across our 4 multivariable models, factors related to regular health care providers and the health care system were commonly independent predictors of youth-provider discussions. These included having talked about confidentiality with a provider, use of a health checklist or questionnaire at the last visit, and the length of the last visit; each was significant in all 4 models. These factors are amenable to changes in provider practices and the organization of health systems.
Discussion of confidentiality is an essential part of health care for adolescents. Previous research has demonstrated that when AYAs are not assured of confidentiality, they are less willing to discuss sensitive topics with their providers. 6, 23, 24 Discussion of confidentiality is closely related to the experience of private time (ie, time alone with a provider without parents in the room); initial discussion of confidentiality may occur during private time with a regular health care provider. Consistent with national guidelines, 1, 9 providers should begin to discuss confidentiality with adolescent patients and with parents in early adolescence. Clinicians should recognize that parents need to understand the importance of confidentiality and private time and should work with families so they support this transition in the adolescent-provider relationships. 25 Providers should begin to bring up the importance of confidentiality and private time with patients and their parents at an earlier age so that when the adolescent turns 13 and this idea is put into practice parents and adolescents are not surprised.
Providers and health care systems can regularize the use of checklists or questionnaires during preventive visits to screen health conditions and behaviors and to trigger discussion of health risk behaviors. Efforts to promote longevity in the relationship between young people and providers may be particularly important for young men, although this is complicated by the mobility of youth, changes in insurance coverage, and aging out of pediatric practices.
Preventive visits for young people should be scheduled to provide adequate time for discussions with providers. Of course, this may be incongruent with economic pressures on health care providers to see more patients during clinic sessions. Moreover, preventive care for adolescents may be more complicated than visits for younger children, given the number of health and social issues that may need to be addressed, the sensitivity of health issues at this age, and the need to engage both parents and young people in discussions. Professional guidelines support the need for private time and talking about confidentiality. 1 Interviewing parents and adolescents separately and explaining confidentiality to both takes time during often busy clinical sessions.
We found that about half (54%) of young people reported completing a health checklist or questionnaire at their last visit. Although it is relatively easy to use checklists in the office, it is more difficult to develop procedures to systematically respond to the issues and behaviors that youth report. Our data suggest that these screening checklists should be used to assess both youth preferences for discussing specific topics as well as health conditions and risk behaviors.
Our findings are broadly consistent with intervention research used to improve access to preventive services. [26] [27] [28] Clinician-focused strategies such as screening questionnaires and decision-support tools are effective, particularly when integrated with electronic medical records and supported by clinician training and feedback. 27, 28 Interventions to make health care facilities more adolescent friendly and information campaigns in communities, schools, and mass media that encourage young people to discuss their health needs ("demand generation") can increase discussion of sensitive topics such as sexual and reproductive health. 27 State policy interventions associated with improved delivery of prevention services to young people include expanding provider capacity, medical home policies, quality improvement projects, and enhancing consumer awareness of well visits. 29 Vaccination programs for young people can also create opportunities to promote discussion on other health issues. 30 Private time and confidential care can promote discussion of health risks between adolescents and providers 10, 31 and increase provision of sexual and reproductive health services. 23, 24 Recent studies suggest the ACA has increased insurance coverage and access to care particularly among young adults with the greatest health care needs. 32 Both of these would be expected to increase access to preventive care. Our study could not address trends over time in youthprovider discussions since the implementation of the ACA, because we found no published studies with measures directly comparable to our measures. However, although access to care may have increased since the implementation of the ACA, these data suggest that the content of care often is not meeting professional recommendations.
Although we believe this article is a valuable addition to the literature, we note several limitations. The first are related to sampling. Our data are cross sectional and therefore cannot demonstrate causality. Sample coverage and response bias are inherent in the methods used to develop a nationally representative cohort.
Second, we used self-reported data. It is suggested in previous research that adolescent self-report of health care services is generally valid and reliable. 21, 22 However, there may be underreporting of risk behaviors because adolescents were interviewed directly after parents, using the same computer.
The third set of limitations is related to the survey questions that were asked. We explored discussions on sensitive topics at a last visit with one's regular provider; these visits included preventive services visits, brief visits, and acute care visits. However, the considerable use of clinical checklists suggests that many of these visits were focused on prevention. Although discussions of sensitive topics are appropriate at any visit, they presumably occur less commonly when dealing with acute problems, except when the acute problem is related to a sensitive topic. Although we measured the occurrence of youth-provider discussions, we did not measure the quality or impact of these conversations. Additionally, even at a preventive health visit, certain topics may not be relevant for all adolescents, and given limited time, providers may focus on topics that are salient for the individual adolescent.
Finally, because we did not interview health care providers, we cannot measure time pressures or providerlevel barriers to providing preventive care. Further research should ask specifically about provider-level barriers to providing preventive care to better understand their impact.
CONCLUSIONS
In this study, discussions between young people and health care providers during preventive visits were influenced by modifiable factors within health care delivery systems, including talking about confidentiality, providing private time with young people during office visits, using health screening questionnaires, and assuring enough time for youth and health care providers to interact. Providers caring for young people and their families need support to implement these changes in health care practices, including education about the importance of talking about confidentiality and private time.
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